Introduction
The incidence of TRAS after renal transplantation ranges from 1% to 23% based on diagnostic criteria and modality used. 1 It is associated with serious consequences including deterioration of function, graft loss, 2 and refractory hypertension. TRAS can be classified according to the locationpre-anastomotic, anastomotic, and post-anastomotic. Early anastomotic TRAS usually indicates technical problem whereas late presentation reflects atherosclerosis in transplanted artery or the proximal iliac arteries. 3, 4 2.
Methods and results
A 55-year-old male, a chronic smoker since last 35 years with progressive claudication, was diagnosed with chronic kidney disease since 8 months. His native kidney disease was undetermined. He was on maintenance hemodialysis since last 7 months. He already underwent right common iliac and left external iliac artery stenting for >70% stenosis in each, after which claudication improved. Basal metabolic rate (BMI) was 17.64 kg/m 2 . His cardiac workup was normal and chest evaluation showed chronic obstructive pulmonary disease i n d i a n j o u r n a l o f t r a n s p l a n t a t i o n 9 ( 2 0 1 5 ) 1 2 2 - (COPD). Ultrasound showed bilateral small contracted kidneys. CT angiography (pre-dialysis) showed extensive generalized calcification from aorta to the small arteries of the legs. Bilateral Iliac arteries were found unsuitable for the transplant. His left renal artery was of narrow caliber and showed collaterals, whereas right renal artery was 4.2 mm at origin and minimally affected by the calcification. So it was decided to go for right orthotopic renal transplant. Methylprednisolone was used as the induction agent and prednisolone, tacrolimus, and mycofenolate mofetil were used as the immunosuppressant drugs. His wife, 48 years old with BMI of 27.5 kg/m 2 and estimated glomerular filtration rate (GFR) of 102 ml/min, was found suitable as a donor. Her CT angiography showed bilateral single renal arteries and dual renal veins on left side. Left-sided laparoscopic trans-peritoneal donor nephrectomy was done. Total warm ischaemia was 4 min. On the recipient side, right-sided laparoscopic mobilization of the kidney was done by standard steps of right simple nephrectomy except that renal artery and vein were not cut. After that, right nephrectomy was done via right anterior subcostal incision. The vessels were dissected proximally as high as possible in the hilum to facilitate bulldog clamping and were ligated and cut. Ureter was cut just at pelviureteric junction. After back table bench dissection, kidney was brought to renal fossa with ice packs. End-to-end recipient renal vein to donor renal vein was done with polypropylene 6-0. Arterial anastomosis was done in a similar way (Fig. 1) . After release of the clamp, immediate urine output was established. Warm ischaemia time was 55 min and total ischaemia time was 59 min. Graft ureter was anastomosed with native ureter with double J stent in end-to-end fashion. The patient's postoperative period was uneventful. His first day output was 13 liters and serum creatinine dropped from 3.29 to 1.1 gm% on first, 0.7 gm% on second, and 0.6 mg% on fifth post-operative day. Graft kidney showed normal vascularity on Doppler (Fig. 2) .
On 6th post-operative day, the patient had sudden drop in urine output, graft site pain, and rise in serum creatinine (1.6 mg%). Doppler showed decreased vascularity of the graft. Immediate CT angiography was done which showed narrowing at the anastomotic site. The patient was taken for the conventional percutaneous angioplasty and stenting. The approach was through right femoral artery via Seldinger technique. 6 Fr sheath and JR4 guiding catheter were used to engage the right renal ostium. Angiography was done which showed more that 90% stenosis at anastomotic site. ATW TM 014 00 wire was passed across the lesion and 2 mm Â 15 mm Maveric TM balloon used for the angiodilatation at pressure of 10 ATM. After that, 5 mm Â 18 mm Palmaz Genesis TM stent was deployed at 12 ATM. Repeat angiography showed appropriate stent position and good antegrade flow. Postoperatively, he maintained good output and the nadir creatinine was reached on 20th day (0.7 mg%). After 6 months post-transplant, his serum creatinine is 1.2 mg%. i n d i a n j o u r n a l o f t r a n s p l a n t a t i o n 9 ( 2 0 1 5 ) 1 2 2 -1 2 4
3.
Discussion
TRAS can be due to small caliber, plaque, or trauma (procurement injury) of the renal artery or faulty suturing technique. TRAS is more common at the site of anastomosis as compared with distal site. 5 Conventional angiography remains the investigation of preference for the diagnosis. If the stenosis is mild, the patient is asymptomatic, and there is no deterioration of the renal function, it can be managed conservatively. In case of stenosis significant to cause renal damage and/or hypertension, PA and stenting or the surgery is the treatment. Several studies have demonstrated the success of PTRA in relieving hypertension, treating high serum creatinine and enhancing long term outcome in >80% of patients. 6, 7 Surgical treatment is reserved for severe distal artery stenosis that is inaccessible by PA with a success rate of 63-92%. 8 
Conclusion
To the best of our knowledge, it is the first case reported of PA and stenting done for the anastomotic stricture of the orthotopic transplant kidney which we found as graft saving and safe.
